I HAVE now operated on ten cases by this method. In the last few I have carried out the most complete operation and up to date the results in these appear to be the best.
The technique is as follows: A skin incision is made from 3 in. above the inner condyle on the line of the ulnar nerve to the inner side of the subcutaneous border of the ulna at the junction of the middle and lower thirds of the forearm. The ulnar nerve is first isolated at the level of the elbow and transposed to the front of the joint out of harm's way. The attachments of the whole flexor group of the forearm are then systematically detached from their origin, the supracondylar ridge cleared and the common tendon cut close to the internal condyle and stripped from the lateral ligament, the elbow-joint being usually opened at this stage. Next, the aponeirosis on the ulnar side of the ulna is cut through in its whole length close to the bone. The muscle mass so loosened is raised with a raspatory; any definite tendinous origins below the coronoid process of the ulna are divided, the insertion of the brachialis anticus being fully exposed. If the flexor longus pollicis is contracted the process of muscle-stripping is carried across the interosseous membrane, so that the attachment of the thumb flexor to the front of the radius can also be raised. Lastly, the bicipital fascia is cut through if it appears to offer any opposition to the descent of the muscle group. If care is taken to keep close to the bone no important vessels are divided, and no damage can be done to any nerve except the anterior interosseous and the terminal part of the internal cutaneous. The separation of muscles and fascia is carried out to such an extent that nearly full correction of the contracture, apart from phalangeal joint deformities, is possible at once. The whole muscle group will be made to descend an inch or more from its origin. The hand is put up in the corrected position on a metal splint, which is replaced in a few days' time by a properly fitting plaster mould.
Voluntary control of the mobilized muscles is lost or becomes very weak for a few days after the operation, and is then gradually recovered. The AU-OR 1 (April 17, 1923. Page: Flexion Contracture of the Forearm plaster mould is worn for most of the day during muscle re-education, so as to enable the extensors to recover tone and become effective opponents. Careful splintage and the usual physiotherapeutic measures must be employed in order to complete the cure.
Case I: Flexion Contracture of the Right Forearm.-History: Gunshot wound right arm, 1917, followed by complete paralysis in distribution of the median nerve below the wrist. In 1920 an autogenous graft on the median nerve was attempted. Treatment subsequently by splintage and massage to correct contracture of the flexor muscles.
State on November 27, 1922: Anesthesia in median nerve distribution, no faradic response in median intrinsics. The thumb, index and middle fingers were held flexed at the interphalangeal joints and could not be passively or actively extended.
Operation on November 30, 1922: The ulnar nerve was displaced forward; the flexor group of muscles was then completely detached from its origin including the deep attachments of the flexor sublimis and profundus digitorumi and flexor longus pollicis. The Operation on September 7, 1922: Ulnar nerve transposed, the attachments of the flexor group, except flexor longus pollicis, were detached, allowing of correction of the deformity. The hand was put up in full extension five weeks. The correction of the contracture is not quite complete. The hand is fairly useful but the movements of the fingers are not fully independent.
Case IV : Flexion Contractutre of Forearmb following Hemiplegia.-History:
Gunshot wound of the head, 1918, followed by hemiplegia from which there was gradual recovery in the leg and partly in the arm. The flexors of the forearm of the right side remain contracted. Massage and splintage treatment of deformity carried out for several years.
Operation on March 13, 1922: The common origin of the flexors was divided and some of the deep attachments were also separated. The flexor longus pollicis origin was not touched. The hand was kept in the fully extended position for three weeks after operation. The result is not very satisfactory; there is fair correction of the deformity but the control of the fingers remains inco-ordinate.
DISCUSSION.
Mr. WHITCHURCH HOWELL found the operation useful when the scar was above the elbow, but when it was below that joint he preferred to excise the scar in the muscles.
Mr. ROWLEY BRISTOW thought the operation was useful in selected cases where there was no contracture of the capsule in the finger joints.
Mr, T. H. OPENSHAW (President) said that in similar cases he excised the scar tissue, not once only but sometimes three times, and gradually got the fingers and wrist into good position by plaster of Paris splintage and massage. If the nerve was injured it should be resected and end-to-end suture obtained. The scar and the nerve injury should be dealt with as separate conditions. He also thought that when the injury was in the forearm, detachment of the flexors from the internal condyle would not relieve the contracture.
Mr. MAX PAGE (in reply) said he did not think that the local excision of scar was a very satisfactory procedure in the type of case he had shown. In these instances, there was for various reasons a general shortening of the muscles of the forearm. The procedure he put forward was a substitute for general tendon lengthening; it had the advantage over the latter operation of not interfering with the normal independent movement of the tendon. As could be seen in the cases he had shown, the flexor muscle group became securely fixed again soon after operation without any material interference with muscle function and yet gave sufficient lengthening to allow of the correction of considerable deformity.
Case of Renal Dwarfism shown after Operation for
Genu Valgum.
By PAUL BERNARD ROTH, F.R.C.S. K. A. P., AGED 13, sent to me by Dr. Maurice Davidson; very small for her age, thin and sallow, with extreme genu valgum (10 in. between malleoli), enlargement of internal condyles, and characteristic urine (pale, specific gravity 1005, albumin one-half on boiling and standing). Radiogram: Internal condyles enlarged, spongy looking transparent bone, and patches here and there in diaphysis where bone appeared almost missing. Lower ends of ulna3 similar.
The urea concentration test was applied. If 15 grm. urea are given by mouth the percentage of urea in the urine and in the blood two hours later should be normally 2 and 0 03 respectively; the normal urea concentration factor (i.e., percentage of urea in the urine, divided by that in the blood) is thus 666, the kidneys concentrating the urea 66'6 times. In the case shown, the test was made in June, 1922, and repeated in January, 1923. The percentage of urea was 0 9 and 0'8 respectively in the urine, and 0 091 and 0'124 in the blood; the urea concentration factor was thus 10 and 6'45 respectively. In other words, her kidneys last January were only doing one-tenth of the urea concentrating work they should be doing, and the condition had become worse notwithstanding the rest in bed. As the patient was completely crippled, however, double supracondylar osteotomy was performed in February under gas and oxygen. Nothing untoward resulted.
